MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _63_010985

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

b ) STATE FILE NUMBER
Reg. ¢ HE . %_..‘.Pr!mlry Reg]tfrallcm District No. jﬂln;;;lnur‘: No. _é__,_,_ S

1. 'PLACE OF DEATH : 2. USUAL !!ESII_!ENCEJ(Wher- deceased lived. If institution: Residence before

a. COUNTY. c ooper , a. STATE Mo . . b. COUNTY aoope r admission)
b. CCI)? (If outside corporate [imits,. give TOWNSHIP anly) Length of stay in Tb' c. COI';Y . . Inside Limits
wn  Boonville 20 yrs: Town Boonville Yo' [ No O

<. FULL NAME OF (lf NOT in hospital, give location) laside Limits d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ' ADDRESS : ’

WSTTUTION 5t,, Joseph's HogpitallY+f@ %O i 5033 Morgan Yes' O] Ne [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar

(Type or print} . ) A OF: P
LEVA: ~_BURTON. Moaﬁow A April 8, 1963
5. SEX 6. COLOR OR:RACE 7. Married [ Never Married [ BIRTH | 9. AGE (lmst birthdsy) | IF UNDER 1 YEAR _IF UNDER 24:HR
fe male . i White ‘Widowed '] ‘Divorced [] 3 90 72 Months | Days
10a. USUAL OCCUPATION {Give kind of work done- | 10b. KIND OF BUSINESS OR_:INDUSTRY -BIRTHPLACE (City and state or country)-] 12. CITIZEN OF
dugi st of kigg: life, &ven if retired
EBTLSWIER"™ "™ | nope Hartsburg, Mo, USA

13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Genrge Wren Nancy Sumith Turner Morrow
15. WAS DECEASED EVER IN U5, ARMED FORCES? 1A SOCIAL SECHIRITY MO 17. INFORMANT . Address

{Yes,, nkn wn}| (If yes, dates of } N .
gy urknown)| (1 ves, aive wer or.dates of sery Homer Browning Boonville, Mo..
18. CAUSE OF DEATH (Enfer only one cause per li S —r INTERVAL BETWEEN

PART |, DEATH WAS CAUSED:BY: - ‘ —_ z ?_ - . ONSET AND DEATH
IMMEDIATE CAUSE (a) W W— »

Conditions, ;if any, DUE TO (b}
* ‘whith. gaverise to

above’ causs " [(a),

stating the under-

lying cause lut DUE TQ ()

PART. ll. OTHER SIGNIFICANT COND]'IIDNS CON'IRIBUTING 1O DEATH but not related to the terminsl PART 11, If deceasad was femaie Wi
c disease condition given in PARL | {a) there' a pregnancy in last 90 da

' . . ” " _— - lDYu]EjNo ]C]Unlm

DO NOT WRITE
ON THIS STUB AMENDED

V§°300"
Rev. 4/59

DATE AMENDED

DOCUMENT

r

MEDICAL CERTIF)CATION

-

19.. WAS AUTOPSY. l 20a, AC_CBEN‘T_ SUI%DE HOMEIICIDE “20b. DESCREBE HOW INJURY OCCURRED. (Enter nature of injury In PART | or PART 11, of item 'IB)

PERFORMED? ¢
YES[T NO
20c. TIME.OF _ Woub Month, Day, Yer |
L INJURY  am. <
© o opm
20d~ INJURY. OCCURRED "20s, PLACE OF INJURY (8.8 in or. sbout home, 20f; CITY, TOWN,. OR LOCATION COUNTY

wx,. -WHILE AT WORK [J farm, factory, street, office bldg., etc.)
- SNOYWHILE AT WORK O

2] I attended fhe deteased &om_%_‘%‘_a_, m_%._g_m_gand last saw balwe on #" 7 6 3
L

Death occurred ar—#L‘_“—_A—m on the date stated above, and to the best of my knowledga, fromithe!causes . stated.
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272. SIGNATURE - R . N . R 220 WDDRESS “22¢, DATE _S_!GNE

-+ e Inp WY

2%a. BURIAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY "23d; LOCATION (City,.tawn, o county) - State)

“$urial” |Apr. 10/63 |Sulphur Spge. Com, | RFD New Fragklin, Mo..

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 26. REGISTRAR'S SJGHATLIRE

'B. W, Thacher Boonville, Mo. 9/9 -‘3 I/ W

{Licanted Emba!mar‘émamem on Reverse Side) -

USE BLACK INK
OR o
TYPEWRITER RIBBON
SHOULD READ ©_

BY AFFIDAYIT OF

ITEM-NO.




~~ STATEMENT BY ilCENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certfificate was embalmed by me,

or by. : Student Embalmer No.

working under my personal supervision.

Student. Signed M .

Signaturs of Student Embalmer

/Licensed Embalmer No..iZZL

P. O. Addres'

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng ‘
- If this body is not embalmed, fact should be so stated above.




